. Treatment failures were reported in at least 6 of 151 cases (4%). Conclusions: Atypical clinical and serological courses of syphilis were observed in HIV infected patients. Ulcerating secondary syphilis with general symptoms ("malignant syphilis") was 60 times more frequent than in historic syphilis series. Neurosyphilis was found in one sixth of those with active syphilis. Therefore lumbar puncture should be considered a routine in coinfections with HIV and syphilis. Treatment efficacy should be monitored carefully.
Introduction
In Western Europe and North America there is a strong epidemiological association between HIV-infection and syphilis. Both diseases are generally transmitted by homosexual or heterosexual intercourse. In consequence gay or bisexual men with many sex-partners and intravenous drug users of both genders have a high risk of being infected.
As shown by Quinn' and other authors2-3 HIV infection is found in 0.9 to 5.3% of all patients attending clinics for sexual transmitted diseases. Vice versa there is a high serological evidence for syphilis in 26 to 58% of all German HIV patients, as pointed out by three different subgroups of the German AIDS Study Group (GASG). [4] [5] [6] In HIV infected patients it has been reported that syphilis shows atypical clinical and serological courses,7 8 unreliable response to therapy8-0 and premature development of neurosyphilis.'01 Despite the large number of case reports dealing with these abnormalities, little is known about the natural history and the incidence of such cases in patients with concomitant HIV infection.
Supported by the German Ministry of Health 13 dermatological and medical centres (all members of the German AIDS Study Group analysed cases of active syphilis in HIV infection.
Methods
In a retrospective multicentre chart review 11 368 HIV infected patients were studied for any clinical or serological evidence of active syphilis. These patients were seen at 13 different centres of dermatology or internal medicine throughout Germany. Inclusion criteria for evaluation were serologically confirmed HIV infection, apparent syphilis lesions (such as primary ulcers, syphilides, neurosyphilis) and furthermore patients with a serology indicating a need for treatment ( As shown in table 1 early syphilis with primary ulcers or maculopapular exanthema was more frequent in early stages of HIV disease, whereas ulcerating secondary syphilis and neurosyphilis were predominant in advanced stages of HIV disease (CDC III, IV) with distinct immunodeficiency (low CD4 cell counts).
Mean CD4 cell count at the time of syphilis diagnosis (table 2) The mean absolute CD4 They received erythromycin (n = 6), doxycyclin (n = 5), ceftriaxone (n = 2), cefotaxime (n = 1) or rolitetracyclin (n = 1) treatment. Only 6 of the remaining 134 (4.5%) patients treated with penicillin received benzathine penicillin. Among all 149 patients treated in this study, treatment failure was reported in 6 cases Ulcerating secondary syphilis with general symptoms (in Europe often diagnosed as "malignant syphilis") is characterised by rupia-like ulcerating skin lesions and general symptoms like severe fever, weakness etc. In this study ulcerating secondary syphilis was found in 7.3% of all syphilis patients, which is about 60 times more frequent than in a historical control group. 20 The reason for the high frequency of ulcerating secondary syphilis could be the consequence of immunodeficiency. This hypothesis is suggested by the low mean CD4 cell count found in this group of syphilis patients. It seems that the cellular immune functions in an immunocompetent host protect against severe and ulcerating skin lesions. Consequently, rupia-like skin lesions which are an almost pathognomonic sign of this type of secondary syphilis should be recognised by physicians taking care of HIV-infected patients.
The interpretation of the various serological phenomenona, observed in our retrospective multicentre study, is complicated by the fact that diagnostic methods had not been standardised. There is a controversy about the influence of HIV infection on conventional and new diagnostic tests for syphilis diagnosis. Therefore in 1994 GASG initiated a prospective syphilis study using a reference laboratory, standardised documentation, and standardised treatment for all participating clinics.
Owing to the late onset of cardiolipin antibody production (about 5 weeks after infection) non reactive VDRL tests can be expected in early primary syphilis. Some of the non reactive VDRL tests observed in undiluted specimens of patients with clinical symptoms of secondary syphilis might be the result of the prozone phenomenon: An excess of non-treponemal antibodies, presumably produced by HIV induced B-cell dysfunction, prevents the antibody-antigen reaction in standard tests. Such false-negative standard tests seem to be more frequent in HIV-positive patients com-pared with the general population. 22 23 As reported by other authors9 10 relapses of syphilis with early manifestation of tertiary syphilis and meningovascular neurosyphilis have to be expected in immunocompromised patients, especially after "one shot" treatment with benzathine penicillin. Obviously benzathine penicillin does not reach effective CSF levels against Treponema pallidum. As one shot therapy for syphilis is uncommon in Germany only 6 Implantation of foreign bodies under the skin of the penis to enhance coital excitement and orgasm of the sexual partner during intercourse has been reported. This practice appears to be quite common in Thailand, where it is performed by unqualified people in prisons and among lower socio-economic groups. The procedure entails piercing the penile skin with a sharp instrument without local anaesthetic, and inserting one or more beads in to the superficial fascia. Most beads are derived from the bottoms of pomade glass jars, but other objects such as stones, bullets, grains of rice, pearls, and jewels may also be used. ' The resulting artificial penile nodules are diagnosable by the stony hardness of the implanted beads. Foreign body implantation can be complicated by incarceration, granulomatous reaction, abscess formation, fistula or ulcer as in our case.
Unlike the previously reported cases of foreign body implantation our patient seems to have acquired the seed unwittingly, possibly through oro-genital contact.
